Aim The current article provides a detailed account of a behavioral simulation called Lateral Play. Lateral Play aimed to enhance collaborations and optimize shared decision-making across organizations within a newly formed partnership. The current article aims to enhance appreciation of the behavioral simulation methodology and encourage its use. Subjects and Methods Health service leaders from different organizations within a newly formed partnership gathered in the simulated community and took up roles similar to their real-life positions. The simulation presented participants with problems and opportunities similar to those that they would experience in real life, such as the need to consolidate services and create new care pathways. To evaluate Lateral Play's effectiveness, self-reported and observational data were collected. These data include information about participants' reactions, learning and behavior, and the newly formed partnership's organizational results. Results Lateral Play allowed health leaders to better understand how they could enhance collaborations and optimize shared decision-making across their newly formed partnership. The data suggest that simulations can promote effective collaborations.
The current article provides a detailed account of a large-scale behavioral simulation called BLateral Play.^Lateral Play aimed to enhance collaboration and shared decision-making across organizations within a newly formed healthcare partnership in the UK, called BImperial College Health Partners^( ICHP; Darzi et al. 2013) . In Lateral Play, participants took up roles similar to their senior-level positions in real life, e.g., chief executives, medical directors and finance bosses from different healthcare organizations. The simulation presented participants with problems and opportunities similar to those Electronic supplementary material The online version of this article (https://doi.org/10.1007/s10389-018-0948-y) contains supplementary material, which is available to authorized users.
that they would experience in real life, such as the need to consolidate services and create new care pathways. The current article's detailing of Lateral Play is important because while many healthcare leaders already value smaller-scale simulations, the use of larger-scale simulations is generally unexplored (Cohen et al. 2013 ).
Background

Behavioral simulations
Behavioral simulations can simulate real life by presenting players with relevant information, choice options and realistic choice consequences. In so doing, behavioral simulations can encourage double-loop learning (Argyris and Schön 1978) . In the first loop, players learn about the existing system structures, what choice options they have and what choice options produce the most desirable consequences. When the relevant information, choice options and consequences are well known, single-loop learning may be sufficient to produce positive consequences in real life. For example, smaller-scale simulations that encourage single-loop learning are widely used to train medical students to preform laparoscopic surgery (Curet 2007) . Such simulations are typically 'smaller' in the sense that they involve one player from one organization solving a narrower range of problems.
When the relevant information, choice options and consequences are not well known, single-loop learning may be insufficient to produce positive consequences in real life. In these cases players need to question what information and choice options they have/need (and whether those should change) and what the consequences of their choices may be. This process results in double-loop learning as players build new mental models that can produce positive consequences in real life (Ellington 2000; Geurts et al. 2007; Harvey et al. 2009; McShane et al. 2011) .
Lateral Play aimed to produce double-loop learning. Lateral Play is a larger-scale simulation in the sense that it involved multiple players from multiple organizations solving a broader range of problems. In the current article, the doubleloop learning that occurred is evidenced by participants' selfreported data and researchers' observational data.
Evaluating behavioral simulations
Showing that large-scale behavioral simulations are effective is important to encourage their academic and applied use. Unfortunately, behavioral simulations are often not described in sufficient detail to be validated or replicated (for exceptions see Heyne et al. 1994 or Joldersma 1998 . Behavioral simulations can be evaluated via self-report or observation, at four levels, including participants' reactions, learning and behavior along with the organization's results (Kirkpatrick and Kirkpatrick 2006) . The reaction level focuses on participants' satisfaction with the simulation's organization, content and implementation (Haller et al. 2008) . The learning level examines whether participants' attitudes, knowledge and/ or skills change. The behavior level examines whether participants' likely or actual behaviors change. The results level examines whether the organization's performance measures change. The current project attempted to capture participants' behavior change using a theoretically informed and empirically validated tool, called the BBehaviour Change Wheel^ (Michie et al. 2011 ).
Why use lateral play
When ICHP was developed, two significant changes occurred affecting the National Health Service (NHS) that could be met with a behavioral simulation. The first change was the Health and Social Care Act 2012, which altered the NHS's structure. This change rendered providers and commissioners uncertain about their job positions. Clarification about how their job positions fit within the new NHS structure was necessary to facilitate collaborations between partners. ICHP's board believed a behavioral simulation was well suited to clarify what people's job positions were, i.e., single-loop learning, and what their positions should be to facilitate collaborations, i.e., double-loop learning.
The second change was that the regional Academic Health Science Networks were created (AHSNs; Liddell et al. 2011; NHS 2013) . As AHSN membership was financially incentivized, ICHP wanted to gain AHSN status. To gain AHSN status, ICHP developed seven interim goals to attain membership, where each goal was aligned with one of the AHSN's objectives (Department of Health 2012) : (1) improve research participation, (2) translate research into practice, (3) achieve service improvement, (4) collaborate on education and training, (5) use information more efficiently, (6) foster wealth creation and (7) achieve wider population health benefits. As many of ICHP's partner organizations had never worked together, ICHP's board believed a behavioral simulation would be a safe place (i.e., free from real-world consequences) to trial ideas through which they could achieve each aim.
The Greendale partnership
The Greendale Partnership was created to simulate ICHP. Like ICHP, The Greendale Partnership brought together health and academic organizations located in an area similar to North West London, where ICHP was based. The physical layout of Greendale appears in Fig. 1 . The collaborating health organizations included seven provider NHS Trusts, further described in Appendix 1 Table 4 (and represented as A-G, in Fig. 1 ), two Clinical Commissioning Groups (CCGs) and a regulatory agency called BClinical and Organisational Research and Education^(CORE). Other key players outside the partnership in adjacent areas were Provident (a private hospital) and Howston (an NHS Trust; P and H in Fig. 1) .
To reflect the diversity of North West London in the United Kingdom, each simulated healthcare provider was based on a real-life healthcare provider. Information about each provider was adapted from the hospital episodes statistics, patientreported outcome measures, Dr. Foster's guides and providers' websites. In addition, each simulated healthcare provider was given overall ratings for research, care quality, public transport, ambulance times, financial status and training numbers. Basic information about all healthcare providers was given to all participants; see Appendix 1 During the simulation, the seating arrangement represented the structure of Greendale; see Fig. 2 . Each organization had its Fig. 1 The simulation patchGreendale own table. Participants were free to meet anywhere in the room, except for at the moderator and facilitator tables. While any group meeting could be observed by participants outside that group, meeting participants could raise privacy signs to prevent interruption.
Groups
Participants were allocated into one of five groups. Each group was asked to consider a different real-life issue that ICHP would likely face. These groups are described below.
Group 1: Orthopedic services In the simulation the Greendale Partnership board accepted a proposal to ration orthopedic services across three sites rather than the current five. Group 1's participants were told that Appleton and Blackstone should retain their services and that they needed to decide which two trusts should be asked to transfer their services to the other sites, from Chrysalis, Davenport and Essen. Participants were told to speak with existing units and consider existing service quality, patient accessibility, financial consequences, training opportunities and research contributions. Participants were also told to seek agreements from the CCGs, the Medical School and CLARHC on their decisions.
Group 2: Maternity services In the simulation a CCG expressed an interest in commissioning a midwifery-led unit and was actively working with consultants at Appleton, Davenport and private sector organizations. Group 2's participants were asked to create a proposal to redesign maternity services in line with the CCG's specifications. They were told that their proposal should take into account financial pressures, patient experience and clinical quality. Participants were also told to seek agreements from the CCGs, the Medical School and CLARHC on their decisions.
Group 3: Virtual ward In the simulation Mountain Health, a healthcare provider from the USA, put forth a request to collaborate with Greendale Partnership on a virtual wards pilot. This pilot could bring commercial and research benefits to Greendale. Group 3's participants were asked to develop a response to Mountain Health's request. Participants were told that their response should formulate a business case for the Greendale Partnership board to consider. The business case should lay out what it would mean to develop virtual wards in Greendale, the impact of doing so on real ward capacity/closures and which organization should lead the pilot. Participants were also told to seek agreements from the CCGs, the Medical School and CLAHRC on their decisions.
Group 4: Accountable care model In the simulation the Department of Health offered funding to the Greendale Partnership to develop an Baccountable care organization^ser-vice delivery model. Group 4's participants were asked to develop this model. They were told that the model should financially integrate primary and secondary elderly care and set out a contractual framework for participating providers, i.e., the formula for financial benefits and risks. The participants were asked to consider the target population, patient choice, appropriate outcome measures, the role of social care and the accountability of participating partners. Participants were also told to seek agreements from the CCGs on their decisions.
Group 5: Community and mental health services In the simulation South Greendale contained two community trust services called Frontier and Gateway. Group 5's participants were asked to develop a plan to foster collaborations and innovations between those two trusts. Frontier was a large trust unable to become a Foundation Trust because of its deficit budget and limited growth. Gateway was the only Mental Health Trust in the area and was in sound financial shape to become a Foundation Trust. Unfortunately, Gateway's budget would be negatively affected by the CCGs new integrated tariff arrangements.
Roles
Participants Twenty-eight participants attended the main simulation event (see Supplementary Materials 2). Representing ICHP's secondary and community care partner organizations were seven Chief Executives, two Directors of Strategy, six Clinical/Medical Directors, three Clinical/Medical Leads, one Chairperson and one Chief Financial Officer. Representing ICHP's primary care partner organizations were two CCG/PCT Chairpersons and two other local GPs. Representing ICHP's Moderators Five moderators representing a wide range of health service expertise took part; see Appendix 2. One moderator produced the media during the simulation (see Supplementary Materials 4). The remaining moderators had three roles. First, they acted as consultants during the simulation to ensure the simulation's realism. Second, they acted in ad hoc roles during the simulation when participants wished to speak with an official not already represented, e.g., a Secretary of State or a local authority official. Third, they alerted the facilitators if any difficulties emerged during the simulation.
Facilitators The simulation was led by the current article's author, GP, who has vast experience running similar events. GP was assisted by seven other trained facilitators (see Appendix 2).
Simulation schedule
Lateral Play took place across three sessions as described below.
Session 1-Introduction Session 1 was a 2-h briefing to introduce participants to Greendale, their groups and their roles. The information available to each participant reflected their role. Participants were given and expected to read their information prior to Session 2.
Session 2-Main event Session 2 took place 8 days after Session 1 and lasted from 09:30 to 17:00. Each hour represented 28 days in Greendale time. The simulation started with the first of three Greendale Partnership board meetings. Each board meeting was followed by a group meeting. The Chief Executives of each organization attended the board meetings to provide updates on their group's progress, while other participants observed. Session 2 closed with a 30-min review of the day.
Session 3-Reflection Session 3 took place 14 days after Session 2. This was a 4-h session that allowed participants to reflect on their experiences and how they might apply what they had learned in the simulation to the development of ICHP, i.e., double-loop learning. Session 3 was split into three parts, during which participants discussed why the partnerships existed, identified issues called key themes and discussed how ICHP could address the issues described by each key theme.
Evaluation tools
The outcomes of Lateral Play were measured via participants' self-reports and via researchers' observations of participants' interactions.
Self-report
Participants were asked to complete three online questionnaires (see Supplementary Materials 3). To evaluate participants' reactions and learning, the BReaction and Learning Questionnaire^was sent out 14 days after the simulation ended. The Reaction and Learning Questionnaire included 14 items that participants responded to using Likert scales followed by three items requesting their free-text responses, (1) BWhat do you think are the benefits of using this type of simulation?^(2) BHas the Lateral Play simulation made you more aware of your collaboration and cooperation needs within ICHP?^(3) BIf so, how?T o evaluate the participants' behaviors and ICHP's results pre-and post-simulation, two BBehaviours and Results Questionnaires^were sent out. The first was sent 10 days before the simulation and the second was sent 1 year after the simulation ended. Changes in the likelihood of participants' behaviors were assessed using the Behaviour Change Wheel's components, including: capability, opportunity and motivation. Participants were first given definitions for each component and then asked to rate their behavior for each using Likert scales. Changes in ICHP's results were assessed using one item for each of ICHP's seven interim objectives (aligned with AHSN's objectives as described in the introduction) via Likert scales. In the second Behaviours and Results Questionnaire, participants were, in addition to the above, asked to provide free-text responses to the following question: BThinking back to the Lateral Play simulation, do you think that the simulation had a positive, negative or a neutral impact on the development and progression of the partnership?Ô bservations During Sessions 2 and 3, the facilitators took observational notes, and participants used flipcharts during their meetings. These data were collated, reviewed and recorded at the end of the Sessions.
Results
The results section first reviews participants' self-reported data and then the researchers' observational data.
Self-report
Participants' self-reported data are described for the Reaction and Learning Questionnaire and then the Behaviours and Results Questionnaire.
Reaction
Sixteen participants completed the Reaction and Learning Questionnaire. The results are in Table 1 . Participants reactions were generally positive (range 3.8-4.3 out of 5.0). Participants gave the simulation's organization and relevance high marks (4.3 and 4.1). For example, one participant said that BThe material was relevant, topical and realistic, and the organisation and facilitation was very good indeed.P articipants found the least satisfactory aspect of the simulation to be the realism of its content (3.8).
In the free-text responses, nine participants mentioned concepts related to teamwork, relationship-building and networking. For example, one participant said that BThis type of simulation provides an excellent opportunity for leaders in different organisations to work together.^Participants also indicated that Lateral Play promoted organizational problem solving by providing an environment B… to test out actions and potential responses in a safe and constructive way.^Participants felt an increased awareness of sector issues, with one participant reporting that B[Lateral Play] builds a system wide perspective and some sense of responsibility for the regional system not just my organisation.^Lastly, participants believed that Lateral Play helped them learn about others' positions, with one participant saying that B[It was] very informative to see how other participants work [and] understand their perspectives…L earning Participants felt that their understanding of ICHP's objectives of (3.9) and of the issues facing ICHP (4.3) were enhanced by Lateral Play. For example, one participant said that BLateral Play made me more aware of the ways in which [collaboration] must be achieved, and the potential barriers to achieving it.^Participants noted that cooperation with primary care was a significant barrier, with one participant saying that BWe identified major challenges in trying to Bon boardB primary care providers given their independent and federated structures.^Whereas most of the comments were supportive of collaboration, one trust Chief Executive was more guarded saying that B Table 2 . Participants believed that their capability moderately increased (p = 0.02, Cohen's r = −0.44) but not their opportunity or motivation. 
bservational data
The observational results section starts at Session 2's second board meeting. Session 1 was only used to introduce participants to the simulation, i.e., single-loop learning about the simulation's layout, their group's issue and their role. Session 2's first board meeting welcomed participants to the simulation's main event. The observational data from that point forward evidence an evolution of participants' double-loop learning.
Session 2: Second board meeting During the second board meeting, each group summarized the progress they had made on their issue that morning. Each group's progress is briefly described below.
Group 1: Orthopedic services Group 1's unanimous decision was to transfer services from Chrysalis and Essen to other sites. Group 1 engaged at length with these two trusts, but the trusts were not in agreement with Group 1's decision and threatened to make the discussions public. The CORE commented that Group 1 had not adequately considered the research or education implications of their decisions. Group 1 considered utilizing a consultancy to appraise the options but were wary of the cost and instead proposed that they liaise with other groups to see how their recommendation affected other services. More time was requested to explore virtual ward solutions with Group 3 and develop a proposal for split elective and emergency services across Greendale.
Group 2: Maternity service Group 2 proposed creating a single provider-run consultant hub with an attached midwife-led unit and two further midwife-led units at Davenport and Essen. The location of the hub could be either Appleton, which has a strong research and academic base, or Blackstone, which is a Foundation Trust. Chrysalis maternity unit would close. The group also proposed developing a private maternity service to increase income. The new model was agreed as a joint venture between all existing units who would share the financial risks and benefits. The CCGs were supportive. However, Group 2 conceded that that they had not discussed the proposals with any patients and acknowledged negative local media coverage that described a pregnant patient dying after being transferred from Chrysalis's maternity unit.
Group 3: Virtual ward Group 3 advised the Greendale Partnership that if they were to develop the virtual ward concept they should do so in-house rather than with Mountain Health. They cautioned that they were unsure whether the virtual ward concept would be worthwhile. Closing ward beds reflected poorly in the media so could adversely affect the public's acceptance of the Greendale Partnership. If the virtual ward project moved forward, communication and integration with primary care were deemed essential. Arguments were Session 2 evening Following the group presentations, there was a consensus among the Greendale Partnership's board members that collaboration between groups could enhance progress. Indeed, the following group meetings were more collaborative. Participants' interactions during these meetings are summarized below in two sections. The first section describes developing acute care (Groups 1 and 2) and the second section describes creating an accountable care organization (Groups 3, 4 and 5).
Developing acute care The Greendale Partnership board recommended that Groups 1 and 2 merge to collaboratively develop proposals for acute care. The first proposal was to pick specific programs and engage where needed, e.g., orthopedics and maternity services. The second proposal was a more radical Bholistic system^involving a shared investmentdisinvestment strategy wherein recommendations for acute and elective care would be made using an evidence-based approach with novel pathways, structures and delivery programs. The CCGs were supportive of this plan, but the public was not, and the media cited poor communication between partner organizations.
Creating an 'accountable care organization' Groups 3, 4 and 5 merged to discuss the formation of an accountable care organization to provide an effective integrated care process, using pooled budgets between health and social care. Given the importance of primary care, a newly formed body of general practitioners, called the BGreendale Medical Associates,ŵ ould oversee the development and running of the organization. The groups remained committed to the merger of Frontier and Gateway Trusts but were cautious about the benefits of virtual wards.
Session 2. Review At the end of Session 2, moderators commented. Some moderators praised the participants' teamwork and thorough cost benefit analyses. Other moderators cautioned participants to communicate more effectively with the public and local authorities. Some moderators expressed concern regarding whether the decisions made by the Greendale Partnership had any legitimacy within or outside the partner organizations and noted that this was a problem ICHP needed to overcome.
Session 3 In Session 3, participants discussed why ICHP existed, identified key themes and discussed how ICHP could strengthen and improve the issues described by each key theme. Each discussion is further described below.
Why does ICHP exist? Participants agreed that ICHP currently lacked a sense of purpose. Six streams were suggested to more fully develop that purpose. First, ICHP needed to articulate each partner's values and objectives in the spirt of collaboration. Second, ICHP needed to develop a vision that summarized its own values and objectives. Third, a map showing healthcare variation among ICHP partners needed to be developed highlighting each organization's strengths and weaknesses. Fourth, the clinicians within ICHP needed to become actively engaged. Fifth, ICHP's partners needed to focus on opportunities for collaboration to achieve AHSN status. Sixth, ICHP needed to lead a potential quick-win project that involved both primary and secondary care.
Key themes Five key themes were identified. The final discussion focused on the ways partner organizations could collaborate to improve healthcare. A summary of each key theme and how ICHP would act to improve it are described below.
The first key theme had to do with primary care organizations. Notably, the representation of primary care in the simulation reflected a real-life issue where primary care representatives cannot act with executive authority. As participants believed the success of ICHP would depend on engagement with primary care, they wanted primary care to develop a stronger evidence base regarding quality and cost. To do this participants agreed that ICHP should provide an opportunity to engage with primary care for research, e.g., in large-scale patient recruitment for clinical trials.
The second key theme had to do with creating a level playing field among partner organizations. Participants thought that ICHP's initiatives should be equitable and all partner organizations should see some reward within 3 years.
To do this participants agreed that there needed to be greater transparency and less competition. ICHP's board could promote this process by providing clarity on the research and educational opportunities available to all partners.
The third key theme had to do with public and local government engagement. The involvement of politicians was poor in Greendale, and participants agreed that ICHP should work to more positively engage politicians. To do this, participants agreed that the current Engage with Health and Wellbeing Boards should be used to promote public and local government engagement.
The fourth key theme had to do with creating a quick and positive project for ICHP. The participants expressed a desire to focus on a short-term achievable project to generate a Bfeelgood^factor rather than reconfiguration projects that may lead to winners and losers. To do this, participants agreed that the agenda of ICHP must be clear and that each partner organization should recognize opportunities to collaborate while moving forward.
The fifth key theme had to do with ensuring ICHP had value and legitimacy. Participants questioned whether ICHP had the value or the legitimacy to act. Participants thought that an initial quick-win project that focused on the challenges between primary and secondary care could help improve relations between ICHP's partners to strengthen ICHP's value and legitimacy. ICHP also could play a role in bringing together local authorities and CCGs. To further promote ICHP's value and legitimacy, participants agreed that ICHP needed a campaign on local excellence, relevant across all sectors, e.g., a campaign promoting patient safety, at which their University links could be promoted and used to create opportunities for research and education.
Post simulation In the months following Lateral Play, ICHP developed a working program that was heavily influenced by the discussions which took place during and after Lateral Play. An outline of the working program is provided in Table 3 . The full plan, detailing project aims and objectives, is presented in Supplementary Materials 5.
Conclusions
Behavioral simulations can facilitate double-loop learning to enhance collaboration and shared decision-making among newly formed partner organizations. Participants' feedback indicated that Lateral Play generated innovative ideas and improved relationships between ICHP's partner organizations.
During the simulation there was a clear progression towards collaboration. After the second board meeting, participants reorganized the whole agenda of the simulation. This move towards collaboration was sometimes self-motivated (Groups 3, 4 and 5) and at other times prompted by the board (Groups 1 and 2). The discussions at the end of Session 2 focused on how the needs of individual partner organizations could be balanced against the needs of the whole partnership.
Participants acknowledged that failure to innovate can be economically damaging and ultimately result in lower care quality (Fish 2013) . In this spirit collaborative agreements were made in Lateral Play, but no final decisions were taken to remove or alter services from individual partner organizations. Such situations will be encountered by ICHP in real life, and likely such decisions will need to be made. Indeed, while participants experienced some negative consequences in the simulation, their real-life decisions may prove more challenging (Joint Committee of Primary Care Trusts 2013).
During the simulation the public had a significant impact on events through the media. For example, the negative reporting of the Mountain Health virtual ward proposal led the group to reconsider their plans. In contrast, the negative media coverage on maternity closures was met with little reaction. With better public and political engagement, the debate may have been more reasoned. The knowledge gained from Lateral Play, such as the importance of local authority and public involvement, should serve ICHP well. Furthermore, the recognition that each partner organization has differing strengths and objectives should enable partners to work together more openly in the development of healthcare delivery, research and education, such that redevelopment is presented as a positive opportunity.
Interaction and commitment to action from primary care was a further challenge that emerged. While the CCGs contained representatives from primary care, these representatives did not have the power to act on behalf of GPs in the way that the trust representatives did. Indeed, the quality and infrastructure of primary care as a whole came under consistent scrutiny by participants. This created difficulties in commissioner and provider planning. A recent independent report suggests that CCGs and AHSNs have a significant role to play in encouraging innovation within primary care (Stokes et al. 2014) . Lateral Play did not directly address this issue or provide potential solutions, but there is the opportunity for a future simulation to do so.
There are at least two limitations to note. First, the response rate to the surveys was low, which may have produced biased results. While further reminder emails may have increased participation, participants' seniority rendered this inappropriate. Second, the participants felt the game lacked realism. However, whether the simulation's realism adversely affected Lateral Play's effectiveness is unknown. Regardless, Lateral
Play undoubtedly helped to encourage collaboration and the awareness of differing perspectives between individuals and organizations. This will help ICHP avoid unintended consequences as have occurred in previous healthcare policy changes (Gaynor et al. 2012 ).
Participants did not believe the simulation improved ICHP's performance. Prima facie, this suggests that ICHP has made little progress since the event; however, ICHP's real-world progress suggests otherwise. Notably, ICHP was designated to be one of the first AHSNs in the United Kingdom, and this suggests that positive progress has been made plausibly influenced by Lateral Play.
Appendix 1
Greendale University is situated in the center of the urban area. It has a population of 150,000 students and forms an Academic Health Sciences Centre with Appleton Trust. In addition to the organizations described below, there are Provident (private hospital) and Howston (an NHS Foundation Trust) outside the partnership providing community-based services to North Greendale CCG.
(1) Appleton is the largest trust in the partnership and is linked to the medical school. Although not a Foundation Trust, it does form an AHSC with Greendale University. Appleton is within the North Greendale CCG catchment; it employs almost 5000 staff and has over 400,000 patient episodes per annum. The buildings and facilities at Appleton are relatively new and the trust performs well It is a similar size of hospital to Chrysalis and Essen. Davenport is sited in the middle of the North Greendale CCG catchment-but outside of the main urban center. Davenport has almost 300,000 patient episodes per annum, 400 patient beds and just more than 2200 staff. (5) Essen is an Acute Foundation Trust. It is a busy, high performing trust and works closely with other organizations outside the partnership given its location on the southern boundary of the catchment. Essen has annual activity levels of approximately 250,000 patient episodes, employs almost 4000 staff and has 400 patient beds. (6) Frontier is a large Community Trust covering the South Greendale catchment. It is not a Foundation Trust, and discussions on an applicable Foundation Trust pathway have been constrained by a deficit budget and limited evidence of growth. As a Community Trust, Frontier does not offer mental health services, but has a focus on low-risk case activity and outpatients, with inpatient episodes accounting for only 10% of activity. (7) Gateway is the only Mental Health Trust in the partnership. It has yet to reach Foundation Trust status. Gateway has over 600 patient beds and almost 3000 staff. It does not have any community-based services, but is a national pioneer in online cognitive behavioral therapy. The CCGs across Greendale Partnership have agreed to adopt new integrated tariff arrangements covering community and mental health services. This will have an impact on Gateway's finances and may threaten the current Foundation Trust pathway.
